Few studies have estimated the economic burden of chronic diseases (e.g., type 2 diabetes, cardiovascular diseases, cancers) attributable to unhealthy eating. In this study, we estimated the economic burden of chronic disease attributable to not meeting Canadian food recommendations. We first obtained chronic disease risk estimates for intakes of both protective (1. vegetables; 2. fruit; 3. whole grains; 4. milk; 5. nuts and seeds) and harmful (6. processed meat; 7. red meat; 8. sugar-sweetened beverages) foods from the Global Burden of Disease Study, and food intakes from the 2004 Canadian Community Health Survey 24-hour dietary recalls (n = 33,932 respondents). We then calculated population attributable fractions (PAFs) for all relevant food-chronic disease combinations by age and sex groups. These PAFs were then mathematically combined for each disease for each age and sex group. We then estimated attributable costs by multiplying these combined PAFs with estimated 2014 annual direct health care (hospital, drug, physician) and indirect (human capital approach) costs for each disease. We found that not meeting recommendations for the eight foods was responsible for CAD$13.8 billion/year (direct health care: CAD$5.1 billion, indirect: CAD$8.7 billion). Nuts and seeds and whole grains were the top cost contributors rather than vegetables and fruit. Our findings suggest that unhealthy eating constitutes a tremendous economic burden to Canada that is similar in magnitude to the burden of smoking and larger than that of physical inactivity which were estimated using similar approaches. A status quo in promotion of healthy eating will allow this burden to continue. Interventions to reduce the health and economic burden of unhealthy eating in Canada may be more effective if they are broad in focus and include promotion of nuts and seeds and whole grains along with vegetables and fruit rather than have a narrow focus such as primarily on vegetables and fruit.
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Introduction
In Canada, chronic diseases (e.g., type 2 diabetes, cardiovascular diseases, cancers) were the leading causes of death in 2013 [1] and are responsible for billions of dollars in direct health care (i.e., hospitalization, drug, and physician costs) and indirect (i.e., lost productivity due to disability, morbidity, and premature mortality) costs each year based on the Economic Burden of Illness (EBIC) study [2] . With a population that is both aging and living longer, decreasing the burden of chronic diseases should be a priority to alleviate future tension on the health care system and improve overall productivity.
Several factors are known to cause chronic diseases including some that are non-modifiable (e.g., age, genetics). However, up to 80% of type 2 diabetes and cardiovascular diseases, and over 1/3 of cancers are caused by four modifiable behavioral risk factors: tobacco use, harmful alcohol use, physical inactivity, and unhealthy eating [3] . With various competing acute care demands and limited resources available for primary prevention, public health decision makers have difficult choices to make when allocating funds to achieve the best benefits in terms of avoiding health care costs and improving productivity.
Public health decision makers often consult cost of illness studies to understand the economic burden associated with different chronic disease risk factors [4] . To date, in Canada, estimates of the economic burden associated with different chronic disease risk factors have mostly focused on smoking [5] [6] [7] [8] [9] [10] [11] [12] [13] , excess body weight [5] [6] [7] 9, [13] [14] [15] [16] [17] [18] [19] , physical inactivity [5] [6] [7] 9, 13, 14, 20, 21] , and alcohol consumption [7, 12, 13, 22] . For example, in 2013, the direct health care and indirect costs attributable to excess body weight, smoking, alcohol consumption, and physical inactivity were estimated to amount to CAD$23.5 billion, CAD$19.5 billion, CAD $10.6 billion, and CAD$9.3 billion, respectively [13] . Fewer studies have been conducted to estimate the economic burden associated with unhealthy eating despite many Canadians not meeting established food recommendations [23] . One possible reason there are few estimates is because this calculation is more complex due to both multiple risk factors and exposure levels.
One approach commonly used to estimate the economic burden associated with unhealthy eating is to quantify the impact of a single dietary factor [13, [24] [25] [26] [27] [28] [29] [30] [31] [32] . For example, we recently estimated that the inadequate intake of vegetables and fruit costs Canadian society CAD$3.3 billion/year in direct health care and indirect costs [24] . Abdullah et al [32] found that if all adults in Canada met fibre recommendations, there would be potential savings in direct health care and indirect costs of CAD$1.3 billion/year for cardiovascular diseases and CAD$718.8 million/year for type 2 diabetes. Jones et al [31] reported that intake of sugar-sweetened beverages in Canada will cost CAD$33.7 billion over the next 25 years. However, because these studies focused on single dietary factors they underestimate the overall economic burden of chronic disease associated with unhealthy eating.
There have only been a few studies that estimated the overall economic burden of unhealthy eating. These studies have primarily been macroeconomic and ecologic in nature which do not consider food recommendations and specific dietary intakes. For example, in the United Kingdom, Scarborough et al [4] estimated that poor diets were responsible for £5.8 billion in National Health Services expenditures in 2006-07. Using a similar approach, Cancer Care Ontario and Public Health Ontario estimated that the direct health care costs associated with unhealthy eating in the Canadian province of Ontario were CAD$2.9 billion in 2011 [33] . Frazão et al [34] estimated that the economic burden of chronic diseases associated with unhealthy eating in the United States in 1995 was USD$70.9 billion in direct health care and indirect costs. Using an adapted approach [35] , Health Canada estimated that the costs of unhealthy eating to the Canadian society in 1998 were $6.6 billion ($1.3 billion due to direct health care costs) [36] . The aim of this study was to estimate the economic burden of chronic disease attributable to unhealthy eating using both food recommendations and intakes from Canada. Unhealthy eating in this study was defined as not meeting established food recommendations.
Materials and methods
This economic burden of not meeting food recommendations pertains to the mismatch between the amount of certain foods that is recommended and the amount that is actually consumed in Canada. It represents an estimate of costs that could potentially be avoided if all Canadians would fully comply with all food recommendations. We estimated the economic burden of not meeting food recommendations using a prevalence-based approach. This approach involved estimating the economic burden of chronic disease in a given period of time (i.e., one year) regardless of disease onset. Our estimations used a bottom up approach; this involved estimating the economic burden of different chronic diseases attributable to different foods for specific age and sex groups and then combining these estimates.
To obtain economic burden estimates, we first calculated population attributable fractions (PAF). Population attributable fractions use both the relative risk of disease due to a certain exposure and the distribution of the risk factor in a specific population (e.g., specific age and sex group) to estimate the fraction of disease cases that would not occur should the exposure be eliminated from the entire population (i.e., if everyone followed food recommendations). We then multiplied the PAF values by the overall economic costs associated with relevant chronic diseases to determine the estimated economic burden attributable to unhealthy eating.
We used multiple steps in our analyses which included: a) selection of foods for inclusion and extraction of dose-response relative risks; b) analysis of food consumption data; c) calculation of population attributable fractions; and d) estimation of attributable direct health care and indirect costs. These four steps are described in detail below.
Ethical approval for this study was provided by the University of Alberta Research Ethics Board (Pro00073196). The Canadian Community Health Survey data were accessed through Statistics Canada's Research Data Centers (RDC) program.
Food selection
We used foods in our analysis that were identified by the 2015 Global Burden of Disease Study (GBD) as having convincing or probable evidence against !1 chronic diseases [37] . The GBD summarized epidemiological evidence on various food-chronic disease combinations to identify those that either have convincing or probable evidence according to World Cancer Research Fund criteria for grading evidence [38] . We included the following eight foods in our analyses that had convincing or probable evidence against !1 chronic diseases: fruit not including juice, non-starchy vegetables, whole grains, nuts and seeds, fluid milk, red meat, processed meat, and sugar-sweetened beverages (SSB). We extracted dose-response relative risks for each of these foods for chronic disease morbidity from the 2015 GBD [37] with the exception of SSB which were extracted from the 2013 GBD (note: the relative risks for SSBs were estimated using a two-stage approach through body mass index) [39] . We used RRs for SSB from the 2013 GBD as the RR values in the 2015 GBD did not have the two-stage approach calculated RRs directly available. A list of all included food-chronic disease combinations is presented in Table 1 . In addition to the food-chronic disease combinations in Table 1 , the GBD had also identified additional combinations (fruit: nasopharyngeal cancer, other pharyngeal cancer; sugar-sweetened beverages: gallbladder cancer, hypertensive heart disease, cardiomyopathy, atrial fibrillation, peripheral vascular, endocarditis, and other cardiovascular). However, we did not consider their costs as information on the costs of these diseases was not available through the EBIC [2] . Because GBD age categories do not align exactly with EBIC age categories, we used the most conservative GBD relative risk estimates that applied to the relevant EBIC age category. A list of all relative risks used is presented in S1 Table. Food consumption data analysis . In total, 35,107 respondents completed a 24-hour dietary recall; of those respondents, 10,786 completed a second recall 3-10 days later. We eliminated the following records from all analyses: respondents <2 years, those marked as invalid, those where only breast milk was reported to be consumed, and records where no foods were recorded. In total, we included 44,325 24-hour dietary recall records that belonged to 33,932 respondents in our analyses. The Canadian Nutrient File (CNF 2001b) was used to determine the nutrient content of all reported foods.
Eating Well with Canada's Food Guide (CFG) [42] was released in 2007 and outlines a dietary pattern for Canadians !2 years to help meet nutrient needs and prevent chronic diseases. Specific recommendations in terms of quantity and quality for four different food groups (Vegetables and Fruit, Grain Products, Milk and Alternatives, Meat and Alternatives) as well as other dietary factors (e.g., fats and oils, water) are outlined for nine different age and sex groups [42] . Because all foods included in our analyses except sugar-sweetened beverages are part of various CFG groups, we quantified the consumption of these foods using CFG servings.
To quantify the number of CFG servings from the 24-hour dietary recalls, we used the Canada Food Guide file which classifies all included foods in every 24-hour dietary recall according to Health Canada's validated Canadian Nutrient File/Canada Food Guide (CNF/CFG) tool [43, 44] . This tool classifies foods into the four CFG groups as well as into subgroups within those groups (e.g., Vegetables and Fruit subgroup examples: a) fruit other than juice, b) vegetables dark green). In addition, within those subgroups, foods are categorized into tiers based on quantities of fat, sodium, and sugar and adjustments based on other food guide guidance. Foods in Tiers 1-3 are considered to count towards CFG servings, and foods belonging in Tiers 4 are higher in fat, sugars, and/or sodium and are generally not counted towards CFG servings [43] . In addition, the CNF/CFG tool classifies some other foods (e.g., beverages).
A list of all food groups and subgroups included in our analyses are presented in Table 1 . We included all foods belonging to each of the relevant subgroups with a few exceptions. For red meat, we only included foods from the a) beef, game and organ meats, and b) other meats (pork, veal, lamb) subgroups that met the International Agency for Research on Cancer red meat definition (i.e., meat from the muscle of mammals (e.g., pork, beef, veal, lamb)) [45] . We also excluded fortified soy beverages from the fluid milk and fortified soy-based beverages subgroup, and potatoes and corn from relevant vegetable subgroups [46] . For healthful foods (fruit, vegetables, whole grains, nuts and seeds, milk), we only included foods belonging to Tiers 1-3. For harmful foods (processed meat, red meat), we included foods belonging to Tiers 1-4. For beverages part of the CNF/CFG beverage subgroups, we considered those with !50kcal/226.8g to be a SSB [46] . We assumed standard CFG serving sizes for each included food, and that one serving of SSB was 226.8g (Table 1) .
We assumed that meeting food recommendations in Canada set by government and other reputable organizations were associated with the lowest chronic disease risk. Canada's Food Guide recommendations were used for whole grains and milk. Because CFG does not contain separate vegetable and fruit recommendations (only a recommendation for vegetables and fruit combined), we estimated these recommendations using the GBD 2015 Theoretical Minimum Risk Exposure (TMRE). We first added the TMRE values for vegetables and fruit (~800g/day) [37] and determined the fraction of this total for vegetables (~0.63) and fruit (~0.38). For each of the nine CFG age and sex groups, we then multiplied the total number of CFG servings for vegetables and fruit by these fractions, and rounded to the nearest serving to estimate separate vegetable and fruit serving recommendations. Because CFG age groups do not exactly align with age groups used in the EBIC to estimate economic costs, we made the following assumptions. First, for the EBIC age category encompassing individuals 14 years, we used the CFG recommendations for children 4-8 years as these recommendations were in the middle of this age category. For adults, we used the CFG recommendation that applied to the majority of the relevant EBIC age and sex group. For nuts and seeds, processed meat, and red meat, we used recommendations set by reputable Canadian organizations because CFG does not provide specific recommendations for these foods. We used a recommendation of 30g/day of nuts and seeds (~1 CFG serving of nuts and seeds) based on the 2016 Canadian Cardiovascular Society Guidelines for the Management of Dyslipidemia for the Prevention of Cardiovascular Disease in the Adult [47] . For processed meat and red meat, we used Canadian Cancer Society recommendations (processed meat: only for special occasions (assumed <0.05 servings/day based on the 2015 GBD TMRE); red meat: 3X85g cooked servings/week) [48] . We further assumed a recommendation of 5g/day of SSB based on the 2015 GBD TMRE. A summary of all recommendations we used is provided in Table 1 .
We estimated usual intake distributions (distribution of long-term average daily intakes) for each age and sex group of interest using the National Cancer Institute (NCI) method [49] MIXTRAN and DISTRIB macros executed with SAS version 9.4 (SAS Inc. Cary, NC). The NCI method has the capability to estimate usual intake distributions of dietary factors consumed either non-episodically (i.e., by almost everyone), using a one-part amount model, and episodically (i.e., those not consumed daily by nearly everyone), using a two-part amount and probability model [49, 50] . This method also allows for the adjustment of covariates. Similar to other studies using the NCI method to calculate usual intake distributions [51] [52] [53] , we stratified the sample into three groups: children 14 years, women !15 years, and men !15 years. Also similar to previous studies [51] [52] [53] , we used dummy variables for sex (child models only) and age groups (15-34 years; 35-54 years; 55-64 years; 65-74 years; 75+ years) (adult models only), weekend or weekday recall, and sequence (difference between first and second recall). We used the two-part model for all foods except vegetables (all models), and milk (child model only) where we used a one-part model. We used one-day intakes for nuts and seeds because so few respondents consumed this food.
Using the DISTRIB macro, we obtained information on the percentage of each EBIC age and sex group (males and females; 14 years, 15-34 years, 35-54 years, 55-64 years, 65-74 years, !75 years) consuming different levels of food intakes. For all foods except SSBs, we obtained information on proportions of the population consuming half CFG serving increments. For sugar-sweetened beverages, we obtained information on the proportion of the population consuming increments of 226.8g (one serving) with the exception of capturing information on half serving increments between one and two servings. For foods where the recommendation is near 0, we assumed that the proportion of the population consuming below the following cut-points was not associated with elevated risk: 0.25 servings/day of processed meat and 56.7g/day of SSB as accurate estimates below these values could not be obtained.
Population attributable fraction calculations
We used the dose-response relative risks and food consumption data as inputs to calculate PAFs. The PAF uses both the relative risk of disease and the risk factor prevalence to estimate the fraction of disease that could theoretically be eliminated should the entire population follow healthy eating recommendations [6] . The standard PAF equation is as follows: P(RR-1)/[P (RR-1)+1] where P is the risk factor prevalence, and RR is the relative risk of disease. However, because food intakes are associated with different levels of disease risk depending on the degree to which recommendations are met, we used the method outlined by Krueger et al [6] to handle multiple risk exposure levels. The equation is as follows:
Where, P i is the proportion of individuals in interval i, i (interval) refers to the consumption of specific numbers of servings/day (e.g., <0.5, 0.5-<1, !1), RR is the relative risk for each incremental increase in food consumption, RR i ¼ RR ðX i À LÞ is the relative risk for interval i relative to the recommended number of servings, X i is the mid value of interval i, L is the recommended number of servings, and n is the number of intervals above or below the recommended number of servings. We calculated separate PAFs for each food for each chronic disease by sex for each of the following age groups: 14 years, 15-34 years, 35-54 years, 55-64 years, 65-74 years, and !75 years. The PAF values for each chronic disease were then combined for each sex and age group. Because some of the risk factors may be overlapping (i.e., several risk factors may be similar to one another and therefore redundant) and it is unclear what this overlap entails, it is important that we do not combine PAF values by adding them together as this would result in double counting. As suggested by Krueger et al [6] , we used the following equation for this process: Combined PAF = 1-[(1-PAF 1 )(1-PAF 2 )(1-PAF n )]. This formula makes the assumption that the risk factors are independent (presence of one risk factor does not affect the probability of having another) and the joint effects of these risk factors are multiplicative (i.e. the presence of one factor does not affect the effect of another on a multiplicative scale). This approach has also been previously used to combine dietary risk factors for other outcomes (e.g., mortality) [37, 54, 55] .
Estimation of direct health care and indirect costs
The calculated PAF outcomes were used to estimate the direct health care and indirect costs attributable to unhealthy eating. Multiple different sources released in different years were used to estimate costs. First, the proportion of direct health care costs (hospital, physician, drug) associated with each relevant chronic disease by sex for different age groups (i.e., 14 years, 15-34 years, 35-54 years, 55-64 years, 65-74 years, and !75 years) were extracted from the 2008 EBIC [2] which contains the most recent estimates of this information. Because this resource does not provide separate costs for different types of diabetes, we assumed that type 2 diabetes was responsible for 0.96 of total diabetes costs [56] . Second, these proportions were then multiplied by the total hospital, physician, and drug costs reported by the 2014 National Health Expenditure Trends (i.e., 2014 costs in Canadian dollars) [57] to estimate more current direct health care costs for each relevant chronic disease for each sex and age group. The National Health Expenditure Trends resource contains information on the total hospital, physician, and drug costs for all diseases, age, and sex groups combined. Indirect costs were then estimated using the modified human capital approach as described by Krueger et al [6] . Briefly, using the EBIC 1998 [58] resource, a ratio of total direct health care to indirect costs (which includes costs associated with mortality, long-term disability, and short-term disability) was calculated for each included disease; these ratios are presented in Table 2 . The indirect cost estimates in EBIC include discounted (5%) present value of lost productivity of all deaths during their estimated life expectancy, together with annual lost productivity by long term and short term disability. The used method utilizes age-and sex-specific rates of life expectancy, average annual earnings, workforce participation rates and values of unpaid work in Canadian provinces and territories [58] . The 2014 hospital, physician, and drug costs were then multiplied by this ratio to obtain indirect costs for each disease for each age and sex group. Third, the 2014 direct health care (hospital, physician, drug) and indirect costs were then multiplied by the relevant PAF to determine the costs attributable to unhealthy eating. Similar to Krueger et al [6, 7] , a disaggregation step was also applied to determine the economic burden attributable to individual foods.
A sensitivity analysis was also conducted similar to Krueger et al [59] . This analysis was done by re-calculating all PAFs using the 95% confidence interval upper and lower boundary estimates for all included relative risks. We also re-calculated the PAFs with the assumption that all individuals consumed one half serving (or one serving for SSBs) closer to the recommendations to determine the potential annual cost difference. Table 3 shows the percentage of the Canadian population !2 years by age group and sex who met each food recommendation. Food recommendations that were least often met were for nuts and seeds (range: 0.8%-4.3%), and for whole grains (range: 1.3%-9.1%). Compared to nuts and seeds and whole grains, more Canadians met recommendations for fruit (range: 5.2%-19.0%), vegetables (range: 5.8%-26.1%), and milk (range: 4.7%-37.8%). The percentage of the population consuming <56.7g of SSB/day ranged from 9.9% to 68.9%, the percentage consuming <0.25 servings/day of processed meat ranged from 22.4% to 84.0%, and the percentage consuming less than 0.5 servings of red meat/day ranged from 17.1% to 70.1%. On average, Canadians were more likely to meet recommendations for harmful foods than those of healthful foods. More detailed information about the percentage of the population consuming specific numbers of food servings by age group and sex is presented in S2 Table. Combined PAF values for each disease by age and sex are presented in Table 4 . Combined PAF values for males were generally higher compared to females. Combined PAF values for individuals !35 years for cardiovascular diseases and type 2 diabetes were higher (PAF range: 13.6%-74.6%) than those for various cancers and chronic kidney disease (PAF range: 0.03%-27.6%).
Results
Not meeting recommendations for the eight foods that have established recommendations was estimated to be responsible for an economic burden of CAD$13.8 billion (CAD$5.1 billion in direct health care costs, CAD$8.7 billion in indirect costs). The estimated direct health care costs that were attributable to not meeting these food recommendations represents approximately 3.9% of all hospital, physician, and drug costs in Canada in 2014. About 1/3 of the Economic burden of unhealthy eating estimated costs were attributable to females and 2/3 were attributable to males (females: CAD $1.7 billion/year direct health care costs; CAD$2.8 billion indirect costs; males: CAD$3.5 billion/year direct health care costs, CAD$5.8 billion/year indirect costs). Over 50% of these estimated direct health care and indirect costs were attributable to ischemic heart disease (CAD $2.9 billion direct health care costs; CAD$4.9 billion indirect costs); type 2 diabetes was also a substantial contributor (CAD$1.7 billion direct health care costs; CAD$2.1 billion in indirect costs). Fewer of these estimated costs were attributable to cancer, stroke, and chronic kidney disease (cancer: CAD$253.9 million direct health care costs, CAD$1.2 billion in indirect costs; stroke: CAD$281.1 million in direct health care costs, CAD$480.4 in indirect costs; chronic kidney disease: CAD$4.4 million in direct health care costs, CAD$1.6 million in indirect costs). Our sensitivity analysis that used the relative risk 95% confidence interval boundaries in the PAF calculations revealed 95% confidence interval for total estimated costs to be $6.9-$18.5 billion. For estimated direct health care costs this was $2.6-$6.8 billion, and for estimated indirect costs this was $4.3-$11.7 billion. Table 5 shows the estimated economic burden for each of the eight foods that have established recommendations. The estimated economic burden of inadequate intakes of vegetables, fruit, whole grains, nuts and seeds, and milk exceeds the burden of excess intakes of red meat, processed meat, and sugar-sweetened beverages (CAD$10.6 billion vs. CAD$3.2 billion). Overall, >20% of estimated direct health care and indirect costs attributable to unhealthy eating were due to each of inadequate nuts and seeds and whole grains with both having $1.3 billion direct health care costs and $2.0 billion indirect costs. Excess processed meat and inadequate intakes of fruit were estimated to each be responsible for about 14-17% of direct health care and indirect costs attributable to unhealthy eating (fruit: $780.9 million direct heath care costs, $1.4 billion indirect costs; processed meat: $728.3 million direct health care costs, $1.2 billion indirect costs). Excess intakes of sugar-sweetened beverages and inadequate intakes of vegetables were estimated each to be responsible for 6-9% of these costs (sugarsweetened beverages: $382.8 million direct health care costs, $480.4 million indirect costs; vegetables: $430.4 million direct health care costs, $735.7 million indirect costs). Milk and red meat were estimated to be responsible for lowest economic burden at 6% (red meat: $134.1 million direct health care costs, $263.4 million in indirect costs; milk: $112.3 million direct health care costs; $536.4 million indirect costs). We also calculated the estimated cost savings if Canadians who do not meet recommendations for any of the eight foods improved their dietary choices by consuming half a serving closer to the recommendations for fruit, vegetables, milk, whole grains, nuts and seeds, red Economic burden of unhealthy eating meat, and processed meat, and everyone who did not meet recommendations for sugar-sweetened beverages consumed one serving closer to the recommendations. In this scenario, the estimated economic burden would be $8.9 billion (direct health care: $3.3 billion; indirect: $5.5 billion), which is $4.9 billion (direct health care: $1.8 billion; indirect: $3.1 billion) less relative to the burden without this assumption. Because severe allergies to nuts are a concern in Canada [60] , we repeated this calculation without any changes with respect to nuts and seeds. In this scenario, the estimated economic burden was estimated to be $10.8 billion (direct health care: $4.1 billion; indirect: $6.8 billion).
Discussion
We estimated that CAD$13.8 billion in direct health care and indirect costs (which could be as low as CAD$6.9 billion and as high as CAD$18.5 billion) in 2014 were associated with not meeting Canadian food recommendations. Our analysis revealed that the largest contributors to this economic burden were inadequate intakes of nuts and seeds and whole grains. These estimates are insightful for public health professionals when considering the range of potential policy options and programs that aim to reduce the health and economic burden of chronic diseases. Our estimate of CAD$13.8 billion for the economic burden of not meeting food recommendations suggests that investments in promotion of healthy eating have the potential of substantial savings in direct health care and indirect costs in Canada. Krueger et al [13] estimated that the economic burdens attributable to smoking, alcohol consumption, and physical inactivity in Canada were CAD$19.5 billion, CAD$10.6 billion, and CAD$9.3 billion, respectively, in 2013. Similar to our approach, theirs involved use of population attributable fractions and comparable methods to estimate costs. However, it is important to note differences between Economic burden of unhealthy eating our estimates and those by Krueger et al [13] . Our focus was strictly on costs associated with the treatment and management of these chronic diseases. We had therefore only considered physician, hospital care and drug costs for these chronic diseases in our estimations. Krueger et al [13] took a broader perspective to costs to health care and therefore also considered costs for other health professionals (excluding dental), other health care expenditures, and health research. If we had considered the broader range of costs used by Krueger et al [13] our estimates would have been 30% to 50% higher. Adding 30% or 50% to our estimate of CAD$13.8 billion (increase to $17.9 billion or $20.7 billion) would put the economic burden of unhealthy eating at the same level than smoking and above physical inactivity estimated by Krueger et al [13] . The economic burden of unhealthy eating combined with that of other modifiable behavioral risk factors (i.e., smoking, alcohol consumption, physical inactivity) would be estimated to cost Canadian society in excess of $50 billion/year [13] . A status quo in promotion of these health behaviors will cause this enormous burden to continue. We refer to this as the 'costs of doing nothing' but recommend action. Several previous studies conducted both in Canada [13, 24, 31, 32] and internationally [4, 25, 26, [28] [29] [30] 34] have provided estimates for the economic burden of unhealthy eating. These studies have used various approaches and methodologies (e.g., top-down vs. bottom-up approaches; inclusion of varied types and numbers of dietary factors and types of costs) and have been conducted in different countries (each with different health care systems, chronic disease prevalence rates, and population distributions), which makes comparisons across studies difficult. Our study is unique as we used a bottom-up approach that considered all foods for which established recommendations exit, considered all chronic diseases for which scientific evidence exit, and considered age and sex sub-groups to add precision to the estimates. The only other estimate for Canada that was not limited to a single food item had followed a top down approach, i.e. did not consider specific food recommendations and dietary intakes. This study estimated the economic burden 20 years ago to be $6.6 billion ($1.3 billion in direct health care costs) [36] .
The estimated economic burden associated with the consumption of the eight different foods are the result of a combination of their relative risk of disease, and the percentage of the population not meeting recommendations. These estimates help to draw attention to dietary intakes that are associated with the greatest burden of disease (e.g., nuts and seeds; whole grains). These estimates also illustrate that relatively small positive changes in dietary choices at the population level can lead to substantial cost savings. However, our estimates do not provide decision makers with actionable solutions on how to decrease the economic burden of disease. Although the estimated costs of inadequate nuts and seeds and whole grains exceeds that of vegetables and fruit, decision makers will also have to consider the possibility that it may be more difficult to increase intakes of nuts and seeds and whole grains because fewer Canadians meet those intakes compared to vegetables and fruit. The estimates from this study are useful to help guide the direction of future intervention and simulation studies examining the cost-effectiveness and cost-benefits of various programs and policy options (including costs to the consumer of eating more and specific types of healthy foods) to improve dietary intake. These studies, once completed, will provide guidance on how to best move forward with programs and policies to best decrease the burden of chronic diseases associated with unhealthy eating.
This study has several strengths. Dietary intakes were assessed using 24-hour dietary recalls of a representative sample of 33,932 Canadians. As well, only foods that cause chronic disease as identified by the GBD were included. A limitation is that our calculated value is likely an underestimate as the costs of certain chronic diseases and also costs associated with nutrients (e.g., fibre, fat, sodium) were not included. In addition, dietary assessment is a difficult process and underreporting unhealthy foods and over reporting of healthy foods is a common phenomenon. However, even with this limitation, the estimated costs associated with not meeting food recommendations were substantial. We also assumed that the proportion of costs associated with different diseases and ratio of direct health care to indirect costs remained consistent over time which may not be the case; however, these assumptions have been used in other similar Canadian studies [5, 7, 13, 24] . We also did not examine regional differences in costs which have been previously reported to vary for other behavioral chronic disease risk factors in Canada (e.g., smoking, excess body weight, and physical inactivity [5] ). In addition, these results do not show the estimated lifetime costs of not meeting food-based recommendations in Canada which is a limitation in all prevalence-based cost-of-illness studies. Using an incidencebased approach which is more complex would allow the lifetime costs to be estimated. A further limitation is that the dietary intake data used for this study was collected in 2004; however, this was the most recent data that is available with information on dietary intakes from a representative sample of Canadians at the time this study was conducted. We encourage researchers to use national nutrition datasets in their jurisdictions to estimate the economic burden of not meeting their nation's food recommendations using a similar approach.
Conclusions
The economic burden of not meeting food recommendations in Canada was estimated to be $13.8 billion in 2014. This estimate allows the impact of our food choices to be compared to estimates associated with other behavioral lifestyle choices (e.g., smoking, physical inactivity) determined using similar approaches. Although making dietary changes is a complex process which requires strong support and major investments from government and society, policies and programs which have the ability to make small positive changes at the population level have the potential to reduce the currently tremendous economic burden. 
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